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Learning Objectives  

ÅTo know the risk factors for developing small bowel cancer 
(SBC) and colorectal cancer (CRC) in patients with 
inflammatory bowel disease (IBD) 

ÅTo illustrate the imaging features of small bowel and 
colorectal malignancy in IBD 
 

ÅTo emphasize the difficulty in establishing a diagnosis 
 

ÅTo know the clinical and pathological features of CRC and 
SBC in patients with IBD 
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Patients with IBD have increased risk for developing colorectal and small 
bowel cancers. 

The prevalence of CRC in patients with UC is approximately 3.7% overall 
and 5.4% for those with pancolitis (1).  

The prevalence of /w/ ƛƴ /ǊƻƘƴΩǎ Ŏƻƭƛǘƛǎ ƛǎ ǎƛƳƛƭŀǊόн).  

Patients with CD have relative risk 28 for developing small-bowel cancer 
compared to the background population (3).  

No increased risk was found in stomach and anal cancer in patients with 
IBD (4,5). 



Risk factors for CRC in patients with 
IBD 

 



Duration of Disease 

 The risk of CRC becomes greater than that of the general 
population after 8 to 10 years from the onset of disease (1).  

 The cumulative incidence of CRC is 2.5% after 20 years of IBD, 7.6% 
after 30 years and 10.8% after 40 years (7). 



Anatomic extent 

UC: the standardized incidence ratio (SIR) for CRC increase 
gradually from 1.7-fold in proctitis, 2.8-fold in left-sided colitis to 
14.8-fold in pancolitis, compared with age-matched population 
without UC (8).   

CD: the risk of CRC is increased when the extent of the colic 
involvement is greater then one third(7). 



Primary Sclerosing Cholangitis 

The concomitant presence of PSC in IBD patients confers a high risk 
for developing colorectal cancer(9,10).  

The cumulative incidence of CRC in UC patients was 33% at 20 
years (10). 

When liver transplantation is necessary, prophylactic colectomy 
should be considered(11).  



ωYoung age at onset,when younger then 25, 
increases the risk of developing CRC(1)  

ωWhen onset is after 30 there is no insreased 
risk of CRC 

Young age at 
onset 

ωFamily history of sporadic CRC increases twice 
the risk of CRC(13) 

Familiy history of 
CRC 

ωThe increased severity of inflammation 
correlates with increased frequency of 
dysplasia(7) 

ωPatients with longstanding quiescent colitis 
remain at risk for developing CRC 

Degree of 
endoscopic and 

histologic activity 



Screening colonoscopy 
/ƻƴǎŜƴǎǳǎ /ƻƴŦŜǊŜƴŎŜ нллп ōȅ /ǊƻƘƴΩǎ ŀƴŘ /ƻƭƛǘƛǎ 

Fondation of America CCFA (6) 

Screening colonoscopy should begin in patients with IBD: 

8-10 years after the onset of IBD symptoms 

+ 
1. UC pancolitis or left-sided colitis 

 
2. /ǊƻƘƴΩǎ Ŏƻƭƛǘƛǎ ƛƴǾƻƭǾƛƴƎ ŀǘ ƭŜŀǎǘ ƻƴŜ ǘƘƛǊŘ ƻŦ ǘƘŜ Ŏƻƭƻƴ 

 
3. At onset of PSC if associated 



Clinical and pathological features of 
colorectal cancer in IBD 

ω10 year earlier then in sporadic CRC 

ωUC: The mean age is 52 years (14) 

ωCD: the mean age is 54 years(15) 

Age at 
diagnosis 

ωTumor occurs in area of macroscopic disease 

ωCD: tumors occurs in ileocaecal and rectosigmoid 
regions 

ωUC: from the rectum to the right-sided colon (15) 

Anatomical 
Location 

ωFrequency of mucinous and signet ring cell 
tumor is higher then in general population(15) 

ωSynchronous tumor locations 
Histology  


